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1. Introduction
Biocompatibility is a complex concept that takes into account all the processes occurring in
the interaction between the biomaterial and a living organism. The biocompatibility means
the property of  a material  to be compatible with living organism, that  to be accepted a
definitive manner by body without causing side effects and without chemical or mechani‐
cal damage [11, 47, 49].
Corrosion of biomaterials used in dentistry is the process of altering or destroying such
materials in interaction with the oral environment [10]. Generally, all dental materials are
subjected to the aggressiveness in the oral environment, in a certain period of time, longer or
shorter, they shall chemically degrade. The term degradation of biomaterials in a biological
environment combines metallic biomaterials corrosion or damage of ceramic and polymeric
biomaterials with the host tissue reaction [11].
Oral environment is considered a highly chemical aggressive environment, characterized by
frequent and important pH modifications due to various types of food or microbial flora. In
this environment, dental materials can be dissolved in water or saliva or they can release
constituents by the diffusion processes, they can be eroded in the presence of acids, they can
change colour, or corrode.
Metallic biomaterials are a class of materials recommended for dental applications due to their
very good mechanical properties and an acceptable biocompatibility. Metals and alloys
commonly used as biomaterials are gold (Au), cobalt-chrome alloys (CoCr), austenitic stainless
steel (316L), titanium and titanium alloys (TiNi, Ti-6Al-4V) and silver-mercury alloys (AgHg).
Pure metals are seldom used, their alloys being mostly used due to the fact that by alloying,
they enhance certain properties such as corrosion resistance and hardness. (e.g. pure gold,
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although biologically inert, it has poor mechanical properties, on the other hand, steels, which
have excellent mechanical properties do not show a good corrosion resistance).
Titanium is a material reactive in water, air, or any other electrolyte where it covers sponta‐
neously with a titanium oxide layer. It is considered an inert material, as in contact with the
tissue, it is rapidly inactivated forming on its surface a thin, hard, and protective layer of oxide,
in less than one second [9, 10, 11, 47]. The titanium oxide film formed spontaneously is
continuously regenerating and it provides an in-depth protection for the metal towards
chemical attack, including the aggressive attack produced by the liquids of the body. Titanium
is still considered the ideal material in endosseous dental implant. It does not produce any
magnetic effect, it does not produce any magnetic field to disturb the activity around the cells;
oxides from the surface of the implant being very adherent and insoluble, and they prevent
the release and direct contact between the potentially harmful metal ions and tissues (biological
compatibility). Titanium does not produce organic-metallic compounds, which are toxic, or if
they are produced, such organic-metallic are unstable. Surface of oxides, consisting of TiO,
TiO3, Ti2O3, and Ti3O4 attracts and binds biomolecules (Kasemo 1983). The major disadvantage
of this metal is the difficulty to cast it. Today it is obtained by dissociation in vacuum at 1400°C
having a purity of 99.85 to 99.95%. Titanium alloys are better tolerated than pure titanium
because the oxide layer that forms is higher (of approx. 10-20 μm) [9, 10]. Recent researches
have demonstrated that the oxide layer (TiO) considered so stable regenerates every nanosec‐
ond, and re-oxidation is a major advantage due to minimizing the risk of biodegradation. It
has been proven that next to resistance to corrosion, biological compatibility, resistance and
price, the alloys used in medicine are “conversion” alloys based on titanium. Resistance to
corrosion can be increased by alloying with molybdenum, zirconium, rhenium, niobium,
chromium, manganese. Biomedical titanium alloys are: Ti-Al-V, Ti-Al-Mo, Ti-Al-Cr, Ti-Al-Cr-
Co. Frequent use of titanium alloy Ti-6Al-4V for implants is determined by a combination of
the most numerous and more favourable characteristics, which include resistance to corrosion,
durability, low elasticity module and the ability to adhere with bone and other tissues
(osseointegration) [13, 14, 18, 20, 36]. However, there are a number of issues related to the
effects the components of the alloy can have. Aluminium and vanadium are elements released
into the tissue. Therefore, a number of titanium alloys have investigated (Ti-Al-Nb, Ti-Zr-Al)
and it was demonstrated that the Ti-6Al-6Nb alloy has properties comparable to the Ti-6Al-4V
alloy, but it shows a greater strength and resistance to corrosion [53, 55]. Analysis of possible
reactions to prolonged contact of living tissues with the alignment elements of titanium alloys
showed that the use of titanium alloys containing large amounts of vanadium, cobalt and nickel
is not recommended. On the other hand, introducing the alloying elements into the titanium
alloys such as molybdenum, niobium, zirconium, and tantalum is not limited quantitatively.
They increase the anticorrosive resistance, facilitate the increase of strength and they are
compatible with living tissues. The content of aluminium and vanadium must not exceed 6%,
and the content of Fe, Cr, Mn, and Ni is of 1% [23, 46,47,48].
Release of vanadium ions in the body can produce serious damages to the respiratory system
and of the blood plaquettes producing systems, but it is a long process. However, it is taken
into account to replace V with Nb. In vitro studies have showed that the cells behave differently
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in the presence of clutches generated by the wear of the two alloys. There is an increased release
of prostaglandin E2 in response to contact with Ti-6Al-4V particles, and an increase in the
release of other inflammatory cytokines compared to Ti-Al-Nb particles. These data suggest
that Ti-6Al-4V stimulates phagocytic cells more than the Ti-Al-Nb and pure Ti. Exposure of
bone marrow cells to Ti-6Al-4V particles induce a significant increase and release of proin‐
flammatory and osteolytic mediators which are responsible for loss of dentures. Stainless steel
alloys were widely used in the past because they were cheap, easy to process and with very
good mechanical properties. However, stainless steel is very susceptible to corrosion in salty
environments, as the tissue fluid is. By corrosion steel becomes a metal with low resistance to
fatigue, the main cause of implants failure. The released corrosion products also determined
inflammatory side-effects [14, 31]. In the endosseous implants, the inflammation prevents
osseointegration and favourites fibrous capsule formation. Stainless steels are steels that
contain more than 12% Cr. Chromium plays a protective role in steels, this metal having a high
tendency to passivation. In this case too, passivation tendency occurs discountinually, i.d., at
1/8, 2/8, 3/8 chromium percents. The spectacular growth of the potential for positive values
occurs in 12.5% chromium atoms as shown in Figure 2.4.a. The percentage of chromium
required to achieve stability depends on the immediate work environment. Thus, in a solution
of 33% HNO3 7% Cr solution is enough, and for FeSO4 solution 20% Cr is required. The first
type of stainless steel used for implants was vanadium steel (18-8V), but its resistance to
corrosion was not so good. To increase its resistance to corrosion, molybdenum was added
(18-8Mo), which later became 316 stainless steel. In the 1950s, the carbon content of the 316
stainless steel was reduced from 0.08% to 0.03% in order to increase resistance to corrosion.
Today it is known as the 316L stainless steel and it has the following chemical composition:
0.03% carbon, 2% magnesium, 17-20% chromium, 12-14% nickel, 2-4% molybdenum and other
elements in smaller quantities such as phosphorus, sulphur and silicon. The passive layer
(resistant to corrosion) of these alloys is not as strong as in the case of titanium alloys. For this
Element Ti6Al4VWrought
Ti5Al2.5V
Wrought
Ti6Al7Nb
Wrought
Aluminium 5.5-6.75 4.5-5.5 5.5-6.5
Vanadium 3.5-4.5 - Max.0.5 tantalum
Iron Max.0.3 2-3 Max.0.25
Niobium - - 6.5-7.5
Oxygen Max.0.2 Max.0.2 Max.0.2
Carbon Max.0.08 Max.0.08 Max.0.8
Nitrogen Max.0.05 Max.0.05 Max.0.05
Hydrogen Max.0.015 Max.0.015 Max.0.009
Titanium balance balance balance
Table 1. Chemical composition of titanium based alloys as implants for surgery [49]
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reason, stainless steels are used only for temporary medical implants such as screws and
orthopaedic rods for fixation of fractures. In dentistry it is used for bolts, for dental coverage,
to produce the nets in the dentures.
The problems raised by these steels in use as biocompatible materials are related to the loss of
Ni ions, in particular as a result of the corrosion process. These ions are tolerated by the body
only in small amounts.
Another large group of alloys used in prosthetic reconstruction is the Co-Cr alloys or stellits.
They are cobalt based alloys with chromium as the main element and the alloying elements:
molybdenum, nickel, titanium, tungsten added to improve the properties. These elements
have a complex action, some of them dissolving producing solid solution hardening, but most
form intermediary compounds that increase resistance to corrosion and mechanical properties.
Chromium increases resistance to corrosion and oxidation forming an oxide film (Cr2O3) on
the surface, thus ensuring continuous adherence and protection. On the other hand, chromium
forms complex carbides with a role in increasing the mechanical properties. Nickel forms with
cobalt a series of solid solution. It has an influence on mechanical properties and resistance to
corrosion. Molybdenum lowers the allotropic processing temperature and improves mechan‐
ical properties by the densification of the solid solution, due to the formation of c compounds
of MoCo3, MoCo7. Molybdenum contributes to a fine structure, resulting from the process of
casting and forging. Tungsten increases the resistance to oxidation and density due to the
formation of compounds of WCo3 and carbides, if the alloy contains carbon. Four standard
types of alloys are standardized (after ASTM): F62- Co-Cr-Ni-Mo (forged), F63- Co-Ni-Cr-Mo
(forged), F76 - Co-Cr-Mo (cast), F90- Co-Cr-W-Ni (forged). Higher fatigue resistance and
breaking of the CoNiCrMo alloy make it highly suitable for applications requiring long life,
without cracking or material fatigue. Regarding the resistance to corrosion of Co alloys, they
show characteristics similar to the stainless steels, having the advantage of practically zero
toxicity.
Alloy
Metal converted
into compound,
ng/m2h
Metal found in tissue,
ng/m2h
Stainless steel – mechanically polished
(AISI 316L) – chemically polished
7, 8
230
0.274
-
Vitallium – mechanically polished
(CoCrW-Ni alloy) – chemically polished
150
20
0.249
-
Ti – mechanically polished
– chemically polished
4, 1
3, 5
0.430
-
Table 2. Corrosion rates of biomaterials in Hank’s solution [49]
In conclusion, choosing a metal should be based on the corrosive properties. Metals used
nowadays as biomaterials include gold, Co-Cr alloys, 316 stainless steel, titanium, Ni-Ti alloy
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and Ag-Hg amalgam. Noble metals are resistant to corrosion and they would be the ideal
materials if resistance to corrosion were the only condition. Gold is often used in dental
reconstruction offering high performance and longevity. Titanium is a metal which forms a
strong passivizing layer, remaining passive under physiological conditions. Corrosion
currents in normal saline conditions are very weak: 10-8 A/cm2. Titanium implants apparently
remain unchanged. Ti provides superior resistance to corrosion, but it not as hard and resistant
as steel. Co-Cr alloys, as the Ti too, are passive in the human body. Stainless steels contain
sufficient chromium to have resistance to corrosion by passivation. The passive layer is not as
strong as in the case of Ti or Co-Cr alloy. The most resistant to corrosion among the stainless
steels are austenitic steels and are symbolized: 316, 316L, 317 (AISI) and 10TiMoNiCr175,
2MoNiCr175 (STAS) containing Mo.
Dental amalgam is an alloy of Hg, Ag, and Sn. Although the stages are passive to neutral pH,
the transpassive potential for the γ2 phase is exaggerated due to the interphase galvanic
couples or their cells due to different aeration in the denture. Therefore, the amalgam corrodes
and it is often the most active corrosive material used in dentistry.
2. Assessment of metal and dental alloys corrosion
Depending on the state of the environment in which it occurs and of its appearance, corrosion
can be: dry corrosion caused by contact of the metal with the oxygen in the atmosphere and
humid or galvanic corrosion, which occurs if the metal is in a humid environment, by the
occurrence of electrolytic cells. Corrosion is uniform if it occurs on the whole surface of the
metal or localized corrosion if it occurs only in specific points on the surface of the metal, being
more dangerous.
Figure 1. Types of corrosion: a− uniform; b− punctual; c− i ntercrystalline (at the crystal grains limit) [50, p.68]
The types of corrosion indicated are electrochemical corrosion, based on the formation of local
galvanic elements at the contact of two metals with different electrode potential in the presence
of an electrolyte. Electrochemical corrosion is the destruction of metals or alloys process in the
presence of electrolyte solutions, by the electrochemical reactions that involve a transfer of ions
and electrons under the influence of a difference of electric potential [10, 11, 37]. Metals release
electrons by oxidation and its positive ions go into the solution. Formation of ions and electrons
creates an electrical potential E (expressed in volts) to the material-solution interface called
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electrode potential which value depends on the nature of the metal on the one hand and on
the other hand on the type of the solution. The electrode potential cannot be measured as such,
but only the difference of potential at the terminals of a cell formed by a complete electro‐
chemical chain. If the electrode inserted to form the chain is well-defined and stable, it is
considered as a reference, making thus possible to compare different electrodes between them
in relation to the reference adopted. The reference electrode is the hydrogen electrode, for
which the oxidation process is described by the equation: H2→2H+ + 2e-.
Figure 2. Electrochemical cell [49]
The electrolyte containing ions in solution which are also present in body fluids closes the
electrical circuit. Chemical reactions that occur at each of the two electrodes of a galvanic cell
(fig. 2) are called electrode reactions. Corrosion is a mixed process developing as follows:
• the anodic ionization reaction of metal and dissolution in the electrolyte of positively formed
ions: M →M z+ + ze −  ,  orM + zH2O →M (OH )2 + zH + + ze −
• takeover cathode reaction of electrons remained in the metal phase, by an existing electron
acceptor existing in the solution; the agent is able to reduce itself has nobler potential
equilibrium than the of the metal and is called depolarizing (D +  ze −  → Dze − ).
The tendency of metals to enter into the corrosion process is most simply expressed by standard
electrochemical series of Nernst potentials (the table [47]). These potentials are obtained by
electrochemical measurement in which an electrode is a standard hydrogen formed by a
hydrogen bubble over a layer of platinum fine powder. The potential of this reference electrode
is considered to be zero. Noble metals are those with a potential higher than the standard
hydrogen electrode and base metals have lesser potential.
If two similar metals are present in the same environment, the one which is the most negative
in the galvanic series becomes an anode and it shall corrode. The process is called bimetallic
or galvanic corrosion and it can be much faster than the corrosion of a single metal.
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The potential difference E given by the concentration of metal ions in solution according to
Nernst equation, is given by: E = E0 + (RT / nF) ln [Mn+], where E0 is the standard electrochemical
potential, T is the absolute temperature, F is Farraday constant, (coulombs / mols), and n is the
number of ions. The precedence of nobility observed in practice can be different as the one
thermodynamically prescribed. Due to the phenomenon of passivation (metals cover with a
passivation layer of reaction products, which protects the metal from further attack).
Localized corrosion can be, in its turn, crevicular or galvanic corrosion. Often, in the case of
dry uniform corrosion, following the process of corrosion, a layer of corrosion products is
formed on the surface of the metal, which are nothing else than the metal oxides. By thickening
of the oxide layer, the metal surface shall be protected from exposure to the atmospheric
oxygen and thus the corrosion process shall be self-limited in time. This type of corrosion
Element Electrode reaction Electrode potential [V]
Lithium Li→Li+ + e- - 2.959
Rubidium Rb→Rb+ + e- - 2.925
Potassium K→K+ + e- - 2.294
Calcium Ca→Ca2+ + 2e- - 2.763
Sodium Na→Na+ + e- - 2.714
Magnesium Mg→Mg2+ + 2e- - 2.37
Beryllium Be→Be2+ + 2e- - 1.85
Aluminium Al→Al3+ + 3e- - 1.69
Titanium Ti→Ti2+ + 2e- - 1.63
Zinc Zn→Zn2+ + 2e- - 0.761
Chromium Cr→Cr2+ + 2e- - 0.71
Chromium Cr→Cr3+ + 3e- - 0.50
Iron Fe→Fe2+ + 2e- - 0.44
Cadmium Cd→Cd2+ + 2e- - 0.42
Nickel Ni→Ni2+ +2 e- - 0.23
Tin Sn→Sn2+ + 2e- - 0.14
Tin Pb→Pb2+ + 2e- -0.13
Iron Fe→Fe3+ + 3e- - 0.045
Hydrogen H2(g)→1/2 (H+ + e-) 0.000(reference)
Copper Cu→Cu2+ + 2e- +0.337
Oxygen O2 +2H2O +4e→4OH- +0.401
Copper Cu→Cu+ + e- +0.522
Silver Ag→Ag+ + e- +0.797
Mercury Hg→Hg2+ + 2e- +0.798
Platinum Pt→Pt2+ + 2e- +1.20
Oxygen O2 +4H+ +4e-→2H2O +1.229
Gold Au→Au3+ + 3e- +1.50
Table 3. Electrochemical series (normal electrode potential of hydrogen reduction) [47, p.92]
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occurs in metals where oxides formed are very stable. There are also oxides that are not as
stable, so that the oxide layer can crack or run-out from the surface of metal and then the
corrosion continues over time.
In the oral cavity, corrosion of metals and alloys is produced electrolytically in humid
environment, so it is a galvanic corrosion. Galvanic corrosion occurs when an electrolytic cell
is formed. For an electrolyte cell to form, an electrolyte (a liquid which can lead electricity, in
our case saliva), an anode (electrode providing/giving up electrons) and a cathode (electrode
receiving electrons) are needed. If two metals with different electrical potentials are found in
wet environment, metal with a more negative electric potential (see table) shall oxidize, so it
shall lose electrons becoming an anode, and the metal with a more positive electric potential
shall become the cathode. There are significant differences between the oxidation potential of
the various metals. The more susceptible to oxidation, the more reactive they are, with higher
corrosion potential. The potential for corrosion of metals depends on their reactivity, i.e. their
galvanic potentials. Galvanic corrosion can occur between two different metals or alloys, but
galvanic corrosion is more insidious and difficult to detect occurring in the same alloy that is
composed of different phases, with different oxidation rates.
Crevicular corrosion occurs if there is a crack in the metal surface, which can be filled with
liquid saliva, meaning there are anaerobic conditions. However, the metal shall release the
ions resulting from the corrosion process, but these released electrons shall not be able to react
in the crack depth where there is no oxygen. Therefore they shall be forced to migrate to the
surface of the crack, where the oxygen shall produce the oxidation reaction. This flow of
electrons from the base to the surface of the crack, the crack base shall become the anode and
the surface shall become the cathode, actually leading to the formation of an electrolytic cell,
with loss of substance in the crack depth. As more corrosion products are formed, they tend
to be deposited in the crack, further reducing the supply of oxygen at the base of the crack,
thus increasing the potential difference between the core and the surface. Thus, the process is
self-sustaining. This type of corrosion is more dangerous than others because by this mecha‐
nism, any microfissures in the metal surface is transformed over time, slowly, into deep
fractures that shall lead to breaking the metal below its strength and often without any warning
that this may happen.
In conclusion, the effects of corrosion on the dentures and organism in general are varied and
consist mainly in the loss of metal ions, forming galvanic microcurrents (oral galvanism),
metallic taste (due to the release of metal ions), opacity, adverse biological effects (rare).
If metal restorations are present in the oral cavity at a time from metals with very different
electrical potentials in combination with oral fluid (which acts as the electrolyte), as we have
seen, an electrolysis cell appears. The phenomenon is more intense if the two different metals
are in contact, e.g. adjacent teeth. Under such circumstances, due to the difference of potential
microcurrent galvanic occur, which results in pain in the pulp and/or metallic taste. This
phenomenon is known as oral galvanism. With the occurrence of specific symptoms or signs
of oral galvanism, it is necessary to replace one the metallic constructions with a non-metallic
reconstruction.
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Experimental studies have shown that in oral galvanism electrical currents occur with
relatively high tensions. The threshold varies from patient to patient, most of them being
sensitive to values between 20 and 50 μA. Oral Galvanism manifestations can be varied, with
symptoms such as metallic taste, burning sensation, pain in teeth with metallic reconstruction
(due to galvanic microcurrents), and trigeminal neuralgia. Objectively they are manifested by
gingivitis and glossitis, hypertrophy and turgor of the lingual papilla, erosion and ulceration
of the oral mucosa, late leukoplakia (4-5 years after application of dentures).
Galvanic corrosion in the oral cavity can be prevented by using the same type of alloy for all
metal prosthetic reconstructions in the mouth, especially for those that come in direct contact.
At the same time, the use of homogeneous alloys, which cannot produce potentially different
phases, reduces the risk of intrinsic galvanic corrosion of the ally or perfect polishing of metal
works (dentures or amalgam obturation) which reduce the risk of crevicular corrosion.
From the thermodynamic point of view [9, 46, 47] the tendency of metals to pass in the ionic state
differ greatly from one metal to another and it can be energetically characterized by the
variation in enthalpy (ΔG), which accompanies the process. Electrochemically, the enthalpy
variation equals the electrical work performed by an equivalent of gram ions: ΔG = −Z F E,
where: E – electromotive tension of the cell in which the anode and cathode reversible reaction
of the corrosion process is achieved; Z – number of electric charges involved in the reaction;
F=96500 coulombs / equivalent gram; E = ΕC − ΕA, where: ΕC - equilibrium potential of the
cathode; and ΕA - equilibrium potential of the anode. As it is well known a reaction of ther‐
modynamically possible if it is accompanied by the decrease of the free enthalpy, namely ΔG
< 0. Correlating the relationships above it is obtained: ΕC < ΕA, stating that, the electro-chemical
corrosion of a metal can occur if the equilibrium potential of the metal in the given solution is
more electronegative than the equilibrium potential of a depolarizing in the solution.
Chemical stability of the metal and the type of the different corrosion products depend on the
electrode potential and the pH* of the solution. Graphically, the equilibrium between metal
and its various oxidizing species is represented by the diagram “potential – pH” in isothermal
conditions or thermodynamic stability diagram called Pourbaix diagram. This provides
thermodynamic data on the phenomenon of corrosion, indicating the equilibrium conditions
of all reactions that can take place between the metal and the aggressive environment at a given
temperature. Pourbaix diagram includes: the immune area where corrosion is energetically
impossible, the conditions of corrosion area where the metal ionization occurs (corrosion), the
passivity conditions area where the ionization of the metal is thermodynamically possible, but
it does not occur due to the formation of a passivating film on the metal surface; in the
passivation area, the stable solid constituent is an oxide, a hydroxide, a hydrate or a salt of the
metal. In the case of biomaterials the significance of the Pourbaix diagram can be described as
follows: different parts of the body have different pH and different oxygen concentrations. For
example, a metal which behaves well (it is immune or passive) in a particular part of the body
can have an enhanced corrosion elsewhere. Moreover, the pH may change its value in tissues
that can be injured or infected. An ordinary liquid in the tissue has a pH of about 7.4, but in a
wound it may drop to 3.5, and in infection can increase to 9.0 [24],
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(*)-by definition pH= - log [H+], where [H+] is the concentration of H+ ions. The product [H+] [OH-]
equals to 10-14. For neutral solutions [OH-]= [H+] and pH=7. A pH<7 indicates an acidic solution (ex‐
cess of H+ions) and a pH>7, an alkaline solution (OH- ions excess-).
Figure 3. Pourbaix diagram for an immune metal (gold) (after M.Pourbaix, Atlas of Electrochemical Equilibria in Aque‐
ous Solutions, NACE, Houston/CEBELCOR, Brussels, 1974) [47, pag.56]
Figure 4. Pourbaix diagram for a passive metal (titanium) (after M.Pourbaix, Atlas of Electrochemical Equilibria in
Aqueous Solutions, NACE, Houston/CEBELCOR, Brussels, 1974) [47, pag.56]
Pourbaix diagrams are useful, but are limited as they allow determining only the thermody‐
namics possibility of occurrence of a corrosion reaction. Completing them with kinetic data
provides a real and useful guidance to assess/evaluate the level of metal’s destruction in the
specific environment.
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Kinetics of electrochemical corrosion means the assessment of the corrosion rate which sets the rate
of corrosion of a metal under the influence of the corrosive agent. The corrosion rate can be
determined by direct methods and indirect methods. Direct methods determine the gravimet‐
ric index, or the index of penetration.
The gravimetric index or the corrosion rate(Vcor) is the change in sample mass (Δm), as a result of
corrosion, per surface area unit (S) per time unit (t): Vcor =Δm/(S t) which is usually considered
as g/m2 h. It is the most common way of expressing corrosion, being able to express the gain
of weight of the sample, forming the corrosion products (metal oxidation) that remain adherent
to metal or weight loss when corrosion products can be removed from the surface. The
gravimetric index introduces errors in determination, as exact chemical composition of the
corrosion products is not known. Therefore, the most used index is that corresponding to the
weight loss, its precision depends on the removal of all corrosion products.
The penetration Index(Ip) is the depth by which the corrosion penetrated in the mass of metal,
for one year. It is calculated from the gravimetric index Vcor and metal density ρ [g/cm3] as
follows: Ip = (24 365 Vcor)/(1000 ρ) where 24 is the number of hours in a day; 365 – the number
of days in a year; 1000 – the conversion factor of the measurement units.
Indirect methods to assess the rate of corrosion consist of electrochemical, electrical, acoustic,
optical, etc. measurements. The electrochemical methods assess the quantity of corroded metal
by measuring the current flowing in this process. If for each metal equivalent gram passed in
solution, 96 500 coulombs are released, then for the electricity quantity the amount of electricity
“It” flowing during corrosion, the amount of corroded metal “m” shall correspond. According
to Faraday Law we can write: m = Kit = AZF It
The corrosion speed can be obtained comparing this quantity to the surface S and time t:
V =  lg  = mSt =
A
ZF ⋅
It
St ; V =
A
ZF ⋅
I
S = K
−−
.
Current density I, in A/cm2,
I = K ZF
−
105⋅A , where: K – is the average corrosion speed; Z – valence of the ion that passes into
the solution; F – 26.8 A/h.
Potentiodynamic methods provide useful information on the susceptibility of metals and
alloys to generalized or pitting corrosion.
The evolution of the electrode potential in the open circuit is used as a corrosion behaviour
criterion. This potential can vary over time as changes occur at the electrode surface (oxidation,
formation of the passive layer or immunity). The physical and chemical reactions on the surface
of the material change the solid-solution interface, which explains the development of the
potential. After a period of immersion, it stabilizes around a stationary value.
Pitting corrosion and crevice corrosion is emphasized by cyclic polarization curves (CV/cyclic
voltammetry). Cyclic polarization tests are commonly used to assess the susceptibility of
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metals and alloys to pitting corrosion (the hysteresis curve indicates pitting corrosion). The
electrochemical impedance spectroscopy provides important information about the tendency
of the alloy to the generalized corrosion process.
Figure 5. Curves of potential - current density for some biomaterials. (E.H.Greener, J.K. Harcourt, E.P. Lautenschlager,
Materials Science in Dentistry, Williams and Wilkins, Baltimore, 1972) [47, pag.58]
Figure 6. General diagram on the results of assessment tests of stationary potential variation [51]
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Conclusions
Pure titanium:
• the anodic curve has an active area between -0.19mA/cm² at a potential of -0.61V.
• Voltammetric curves show that the hysteresis area is small and negligible, which means that
the Biomet not present and is not sensitive to the types of localized corrosion.
Alloyed Ti (Ti6Al4V):
• both the alloyed titanium and pure titanium indicate that the active corrosion area is very
small or almost absent for pure titanium;
• experimental parameters: current density displays values from -0.15 la 0mA/cm²; potential
range is between 0.96 and 0.57V; the return voltammetry curve shows a small hysteresis
compared to the previous biomaterial samples analyzed.
• the assessment of the voltametric cycle of the titanium alloy indicates that this biomaterial
has a very good resistance to localized corrosion and general corrosion. These low values
of corrosion are considered by the values of the maximum corrosion current, of the passi‐
vation current and the field of potential, when the current density is constant.
Voltammetric cycles (see figure6) - Comparative analysis indicates that in case of titanium and
titanium alloy there is a surface unaffected by corrosion, result which is in correlation with
diagrams obtained after the electrochemical tests. In case of 316L stainless a clouding of the
submerged surface can be noticed and the occurrence of corrosion points.
3. Corrosive degradation-resin based composites
The introduction of resin-based composite dental materials around 1960s was a revolution in
restorative dentistry. Resin-based composites are possibly the most used materials available
in modern dentistry as they are used in a large variety of clinical applications, ranging from
filling materials, luting agents, indirect restorations and metal facings to endodontic posts and
cores. Composite restorative materials represent one of the many successes of modern
biomaterials research, since they replace biological tissue in both esthetics and function. In
anterior teeth composite is the clear material of choice among general dental practitioners.
Direct composite restorations are increasingly employed also to restore posterior teeth due to
their low cost and less need for the removal of sound tooth substance when compared to
indirect restorations, as well as to their acceptable clinical performance [60].
Composite restorations must withstand an aggressive environment that is different from
patient to patient. Mastication forces, occlusal habits, abrasive foods, chemically active foods
and liquids, temperature fluctuations, humidity variation, bacterial by products, and salivary
enzymes all contribute uncontrollable factors that affect composite restoration longevity [61].
To estimate how long posterior composite restorations last, the long-term studies are the ones
to identify modes of failure and possible reasons for these failures. In the most recent review
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made by Demarco et al. 2012 [61] it has been searched the dental literature looking for clinical
trials investigating posterior composite restorations over periods of at least 5 years of follow-
up published between 1996 and 2011. As observed in their literature reviewed, a long survival
rate for posterior composite restorations can be expected provided that patient, operator and
materials factors are taken into account when the restorations are performed. The majority of
the clinical studies indicated that annual failure rates between 1% and 3% can be achieved with
Class I and II posterior composite restorations depending on several factors such as tooth type
and location, operator, and socioeconomic, demographic, and behavioral elements. The
material properties showed a minor effect on longevity. The results of this review reconfirmed
that the main reasons for failure in the long term of composite restorations were secondary
caries, related to the individual caries risk, and fracture, related to the presence of a lining or
the strength of the material used as well as patient factors such as bruxism.
Taking into account the caries risk impact on the longevity of resin based composites materials
is suggested that future composite research be directed toward developing materials that will
suppress bacterial activity at the tooth–composite interface and counter the effects of caries
[67,68,69,72]. Concern still exists when the composite materials are placed in high stress
situations, especially in patients with bruxing or parafunctional habits or when placed in large
preparations, perhaps on several teeth in a quadrant, and when used to replace cusps. The
concern here is for fracture of the restoration as well as wear [60].
Degradation in dental composites may result in matrix and/or filler deterioration, due to
mechanical and/or environmental loads, interfacial debonding, microcracking, and/or filler
particle fracture. A continuous application of mechanical and environmental loads eventually
leads to progressive degradation and crack initiation and growth, resulting in catastrophic
failure of dental restorations [60-62].
The polymers used in resin composites are susceptible to absorption of solvents, especially
water, and the loss of soluble components. The solvent molecule forces the polymer chains
apart, causing swelling. As the strength of the bond decreases, the polymer becomes softer,
the glass transition temperature is reduced and the strength may be lowered. Water sorption
is a contributory factor to discoloration of the restorations and the hydrolytic degradation of
the resin-filler interface. The second basic degradation process of the polymeric matrix involves
the scission or breakdown of the covalent bonds. The scission of the polymer chain will reduce
the molecular weight of the polymer, thus resulting on a significant loss of mechanical
properties.
J.L.Drummond [62] has made a valuable review of the mechanisms and degradation effects
due to aging of the resin based composites. During exposure to various environments, dental
composites are subjected to material property changes due to degradation and aging. He
concluded that these changes are due to: (a) chemical breakdown by hydrolysis; (b) chemical
breakdown by stress-induced effects associated with swelling and applied stress; (c) chemical
composition changes by leaching; (d) precipitation and swelling phenomena to produce voids
and cracks, leaching the interface; and (e) loss of strength due to corrosion.
All of these degradation processes may lead to nucleation and the growth of microcracks. Over
time, the leaching of the soluble components, the swelling and degradation of the cross-linked
polymer matrix in the dental composite, and hydrolysis of the filler-matrix silane interfaces
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eventually lead to a decrease in mechanical properties. With respect to fracture toughness,
water seems to lower the yield stress, release internal stress accumulated during polymer
ization shrinkage, and increase the plastic zone ahead of the crack, which causes the increase
in observed fracture toughness. Other theories as to the cause of the degradation of the dental
resin include the formation of microcracks through repeated sorption/desorption cycles,
leading to hydrolytic degradation of the polymer [62]. The extent of water uptake is dependent
upon the monomer formulation and promising lowerwater uptake are observed for silorane-
based systems already used by the practitioners as a filling alternative to the dymethacrylate-
based composites. But as newer formulations of composites are designed to be self- adhesive,
they will most likely be even more hydrophilic than current resins [59, 60].
Biotribocorrosion is a material degradation process due to the combined effect of corrosion
and wear. Too little attention was given to the corrosive degradation of resin based composites
in the dental literature so far. Most of research has focused on the clinical implication of the
corrosive wear in the overall wear phenomenan of teeth and restorative materials [64-66]. Wear
of teeth and restorative materials is the result of different complex processes that depend
primarily on the abrasive nature of food, the properties of the antagonistic material, the
thickness and hardness of enamel, the chewing behaviour along with parafunctional habits,
and neuromuscular forces. Different wear phenomena may take place in the oral cavity. An
overview of the types of wear, grouped as biotribocorrosion has been made by Lambrechts et
al 2006 [64]. Wear as function of a tribological system is composed of three basic elements [64]:
(a) the structure—the types of materials in contact and the contact geometry; (b) the interaction
conditions— the loads, stresses, and duration of interaction; and (c) the environment and
surface conditions—including the surface environment and chemistry, surface topography,
and ambient temperature.
Weartribology and biotribocorrosion define wear as a complex phenomenon and an ‘overall
effect’ of a number of interrelated processes. Depending on the parameters of the tribosystem
the wear processes could be described with five terms [64]: two-body abrasion, three-body
abrasion, fatigue wear, tribochemical wear (dental erosion, corrosion wear), adhesive wear.
Abrasive wear describes the ploughing of hard asperities into softer surfaces, and may be
further distinguished between abrasion and attrition. Abrasion occurs during mastication
processes in the presence of food serving as a third body (three-body abrasion, whereas
attrition is the result of direct contact of antagonistic teeth or restorations during mastication,
swallowing, or occlusal movements as a two-body abrasion. Fatigue wear and corrosive wear
are considered two important types of biotribocorrosion. Fatigue wear describes a process that
is caused by subsurface cracks that proceed due to repeated load cycles, and tribochemical
wear relates to a chemical reaction producing a surface layer that can be scraped away by
antagonistic contact [62, 63].
Tribochemical wear [65] or corrosive wear [70] is caused when chemicals weaken the inter-
molecular bonds of the surface and therefore potentiate the other wear processes. There is an
interplay of erosion, attrition and three body abrasion in tooth wear. In the mouth this effect
is normally caused by acids, which may be ‘extrinsic’ such as dietary acids or ‘intrinsic’
resulting from gastric reflux. On exposure to plaque acids, food-simulating constituents, and
enzymes, resin composites have undergone softening and roughening [71, 78]. The most
important thing to understand is that acids weaken only the surface molecules. In general, the
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corrosion is rapid initially, and tends to slow down, or it may even cease completely, after a
cohesive film has been formed on the surface. However, when this pellicle is removed by the
sliding of surfaces that meet over it, an unaltered surface is exposed, and the chemical attack
continues. Mechanical tooth wear and chemical dissolution act simultaneously. Consequently,
resin composites may show an increased abrasive wear rate.
Improvements in the properties of dental resin composites are constantly being sought. Given
that secondary caries and fracture are the two primary reasons given for replacement of dental
composites, it is warranted to continue to pursue improvements in wear resistance, as well as
shrinkage and its accompanying stress. Shrinkage stress is often considered the most signifi‐
cant problem with current restoratives and a primary contributor to premature failure in
composite restorations, since it is capable of deforming tooth structures and causing micro‐
cracks and adhesive failure [67]. This process is further assisted by voids introduced during
material processing, imperfect interfaces, and residual stresses, making resistance to crack
initiation and growth an important consideration for a reliable assessment of dental restora‐
tions. The gaps between dentin and adhesive system couldn’t be attributed also to the
shrinkage stress that accompanies the polymerisation process, but to the lower efficiency of
the self-etch mechanism of adhesion [67] (Figure 7, 8 ). The marginal crevice caused between
restoration and tooth by the polymerization shrinkage of the composite together with the voids
between the adhesive layer and enamel/dentine where oxygen deficit can form can be
considered sites prone to oxygen concentration cell attack or crevice corrosion and furher
studies are needed to demonstrate this.
Figure 7. FE-SEM images of a sectioned restorations 1000X. Restoration/dentin interface of the cavity floor of dyme‐
thacrilate resin based composite. D-dentine, C-composite, OFA-adhesive OptiBond FL, H-Hybride layer, G-gap [79, 80]
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Figure 8. SEM images of sectioned restorations. Restoration/dentin interface of the cavity floor of a silorane based
composite Filtek™ Silorane restoration (FS- Filtek™ Silorane, SSA -Primer-Silorane Adhesive System Primer, D- Dentin,
G- gap [80].
The longer a restoration is in the clinical service life, the higher the failure rate, but the failure
of resin composite restorative materials is far more complicated than just the material prop‐
erties. As with all dental restorative materials, the proper technique, the appropriate materials,
proper patient selection and monitorisation for repair vs. replacement usually ensure a
successful clinical restoration.
4. Evaluation of corrosion for dental ceramics
The commonly and easiest method to investigate the corrosion decay of dental ceramics is to
evaluate the weight loss of the samples after immersion in CH3COOH solution 4%. Two
different dental ceramics were investigated: alumina based ceramic (crystal structure) and
zirconia based ceramic (Y-TZP, yttrium-stabilized tetragonal zirconia polycrystal structure).
Both of them were sintered ceramics. The test sample specimens were rectangular shaped (l =
12 mm) as the blank ceramic shape with thickness d = 3 mm [80].
Samples were washed in distilled water and dried in a sterilized unit at 110±4°C for 2 hours.
After determining the mass of the sample with the accuracy of ±10-4 g (analytic scale, Precisa,
320XT), each sample was immersed in a recipient with CH3COOH solution 4%. The recipients
were placed in an usual thermostatic shaker at temperature t = 37°C for 4 hours. After the time
has elapsed, the samples were washed with distilled water and dried in the sterilized unit at
110±5°C, for 2 hours time and weighed. The results obtained are depicted in Table4
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Sample Loss weigt (average value, μg/cm2)*
Alumina ceramic 14.30 ± 0.60
Zirconia ceramic (Y – TZP) 5.60 ± 0.60
*SD = ± 0.60
Table 4. Loss weight (average value, μg/cm2) [80]
An important evaluation of the corrosion process is samples surface investigation by scanning
electron microscopy (SEM). Information regarding all stages of corrosion process (galvanic,
pitting, crevice and stress) can be obtained. Dental ceramic samples were examined before and
after corrosion process according the above mentioned protocol. Results are depicted in Fig.9.
Figure 9. SEM micrographs of dental ceramic samples, before and after corrosion process (insets): (a) alumina ceramic,
(b) zirconia ceramic. Details: for insets, shady areas are corresponding to the cooroded areas [79, 80, 81 ]
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Examining the sample surfaces quality, we noticed that alumina ceramic sample is more
corroded than zirconia sample. It can be observed small holes (gaps) on samples surface, larger
for alumina than zirconia sapmple (Fig. 9). An important detail to be noticed, is that as
morphological structure, zirconia is more compact than alumina ceramic [80, 82].
Figure 10. SEM micrographs of a dental restoration work with zirconia core after five years working time. Details: (a)
interface zirconia core / dental luting cement, not corroded; (b) interface area affected by crack and crevice corrosion
(shady areas) and surface deposits (black border shady areas); (c) surface deffects of zirconia dental ceramic core
(shady areas) [79, 80]
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Relevant for the study is the investigation of a dental restoration work, after a period of
working time in the oral biotop. Hence a patient zirconia dental restoration work was inves‐
tigated, with working time of aproximative 5 years. Using SEM technique, there were exam‐
ined interface zirconia ceramic / dental lutting cement and the ceramic core surface (Fig.10).
It can be noticed that the corrosion process (corresponding to the crevice and crack corrosion)
is quite aggresive at the interface ceramic / dental lutting cement (Fig. 10 (b), available for larger
magnification), where small holes along the interface line are observed. Regarding the ceramic
core of zirconia work (Fig. 10 (c)), the surface presents deffects and areas of stress corrosion
and possible failure of the dental work. It is known that zirconia is sensitive to stress corrosion
because of changing crystaline phases (T →M, tetragonal to monoclinic phase) [80, 82, 83]. That
was the reason the dental work was replaced. Also bacteria deposits on dental ceramic work
surface can be observed, those being improved by the surface roughness as is shown Fig. 10
(b), (c). Some areas are presented into good conditions, not affected by corrosion (Fig. 10 (a))
as a sign that a long lasting ressitance to corrosion is possible.
Conclusions
• The most efficient way for preventing corrosion effects, is that to minimize (to reduce) those
factors conducting to the corrosion process (each type of corrosion).
• Pitting corrosion and crevice corrosion, although similar as mechanism, being initiated by
differential aeration phenomena, are different as pitting corrosion is determined by
submicroscopic defects, especially manganese sulphides oriented in the direction of
deformation (sulphide being plastic), and crevice corrosion is determined by macroscopic
defects of the surface oxide layer, these defects may be due to the degree of processing of
the surface, respectively the broken pieces on the surface resulting in cells with differential
aeration and initiates the crevice corrosion process. The softer the material, the more difficult
its processing, and thus the possibility of developing these crevices is greater.
• Galvanic corrosion is the starting point of the corrosion process regarding the oral biotop.
Some possibilities may be taken in account for reducing this corrosion effect:
• Reducing as much possible the number of materials used for dental restorations, same
materials for the same pacient (each material has its own corroding potential);
• As much possible, using materials with similar corroding potential values; corroding
potential being a criteria of material biocompatibility;
• Contact or open areas when using metal alloys, as much possible care should be taken to
keep them electrically insulated;
• High quality smoothing surfaces (care must be taken during air abrasion process);
• In case of using alumina ceramic, using of zirconia as surface quality improver for given
proper conditions of temperature and pressure during dental restoration manufacturing
process (before applying veneer and glazer) [82, 83].
Developments in Corrosion Protection652
Author details
I. Patrascu1, E. Vasilescu3, E. Gatin1,2 and R.R. Cara-Ilici1
1 University of Medicine and Pharmacy “Carol Davila”, Faculty of Dentistry, Bucharest,
Romania
2 University of Bucharest, Faculty of Physics, Bucharest, Romania
3 'Dunarea de Jos' University of Galati, Galati, Romania
References
[1] Al. Bucur (sub redacţia), C. Navarro Vila, J. Lowry, J. Acero — Compendiu de chirur‐
gie oro-maxilo-facială, vol. I şi II, Editura Q Med Publishing, Bucureşti, 2009,
[2] Ardelean L., Materiale dentare, Curs litografiat, Timisoara, 2004,
[3] Anderson JM, et al. Host reactions to biomaterials and their evaluation. In: Ratner
BD, et al., eds. Biomaterials Science: An Introduction to Materials in Medicine. Lon‐
don: Elsevier, 2004,
[4] ASM Handbook Committee, Metals Handbook-Corrosion of Metallic Implants and
Prosthetic Devices, vol. 13, ninth ed., American Society for Metals, Metals Park, 1987.
[5] A.P.R. Alves*, F.A. Santana, L.A.A. Rosa, S.A. Cursino, E.N. Codaro, A study on cor‐
rosion resistance of the Ti-10Mo experimental alloy after different processing meth‐
ods, Materials Science and Engineering Elsevier, p.693-696,
[6] Bratu D., Ciosescu D., Rominu M., Leretter M., Uram-Tuculescu S., Materiale dentare
in cabinetul de stomatologie, ED. Helicon, Timisoara, 1998, ISBN 973-574-495,
[7] Bratu D., Materiale dentare Bazele fizico-chimice, Ed. Helicon Timisoara 1994, ISBN
975-9159-37-0,
[8] Brunski JB. Metals. In: Ratner BD, et al., eds. Biomaterial Science: An Introduction to
Materials in Medicine. London: Elsevier Academic Press, 2004:137-53,
[9] Gadea, S., Petrescu, M., Metalurgie fizica si studiul metalelor, vol.3 EDP, Bucuresti
1983
[10] R.G. Craig, Restorative dental materials, Mosby, Chicago, 1993,
[11] Christoph Leyens, Manfred Peters, “Titanium and Titanium Alloys-Fundamentals
and Applications”, ISBN 3-527-30534-3, Ed. WILEY-VCH, pg. 4-16, 2004,
Corrosion of Biomaterials Used in Dental Reconstruction Dentistry
http://dx.doi.org/10.5772/57322
653
[12] Carew EO, Cooke FW, Lemons BD, et al. Properties of materials. In: Ratner BD, et al.,
eds. Biomaterials Science: An Introduction to Materials in Medicine. London: Elsevi‐
er Academic Press, 2004:23-65,
[13] Claudia Fleck a, *, Dietmar Eifler, Corrosion, fatigue and corrosion fatigue behaviour
of., metal implant materials, especially titanium alloys, International Journal of Fati‐
gue 32 (2010) 929–935,
[14] Claus Moseke Wolfgang Braun Andrea Ewald, Electrochemically Deposited
Ca(OH)2 Coatings as a Bactericidal and Osteointegrative Modification of Ti Im‐
plants, Advanced Engineering Materials no.1/2009, p. 81-87,
[15] J.R. Davis, “Handbook of materials for medical devices”, ISBN 0-87170-790-X, ASM
International, pg. 38-50, 2003,
[16] Dumitriu H.T., Silvia Dumitriu, Anca Dumitriu — Parodontologie, Editura Viaţa
Medicală Românească, Bucureşti, 2009,
[17] Dorobăţ Valentina, D. Stanciu — Ortodonţie şi ortopedie dento-facială, Editura Med‐
icală, Bucureşti, 2003,
[18] E.Eisenbarth a, *, D.Velten a, M. M. ullera, R.Thull b, J.Breme Biocompatibility of b-
stabilizing elements of titanium alloys, Biomaterials 25 (2004) p. 5705–5713,
[19] Forna N., C.De Baat, D. Bratu, V. Mercut, Al. Petre, S. Popşor, T.Trăistaru Protetică
Dentară Vol. I, Editura Enciclopedică, Bucureşti, 2011,
[20] Gotman I. Characteristics of metals used in implants. J Endourol (1997), 11(6):383-9.
[21] Gerd Lütjering, James C. Williams, “Titanium-Engineering Materials and Processes”,
ISBN 3-540-42990-5, Springer-Verlag Berlin Heidelberg New York, pg. 21-26, 2003,
[22] J. Breme., Y. Zhou., L. Groh., Development of a titanium alloy suitable for an opti‐
mized coating with hydroxyapatite Biomaterials 16 (1995) p. 239– 244,
[23] Kenneth J. Anusavice, Phillips’ Science of Dental Materials, Tenth Edition ISBN
81-7286-054-4, 1996,
[24] Karthega, M., Raman, V., Rajendran N., Influence of potential on the electrochemical
behaviour of b titanium alloys in Hank’s solution, Acta Biomaterialia 3 (2007) Elsevi‐
er, p. 1019–1023
[25] Liliane S. Morais., Glaucio G. Sera., Carlos A. Muller, … Titanium alloy mini-im‐
plants for orthodontic anchorage: Immediate loading and metal ion release, Acta Bio‐
materialia 3 (2007) Elsevier, p. 331– 339
[26] Lipsa C-tin; Lipsa D., Biomateriale curs, Iasi 2009, ISBN 978-973-0- -7372-0
[27] M.A. Khan., R.L. Williams., D.F. Williams, In –vitro corrosion and wear of titanium
alloys in the biological environment, Biomaterials 17 (1996), Elsevier, p. 2117-2126
Developments in Corrosion Protection654
[28] Nicola Codruta., Materiale dentare, Consideratii clinice si tehnologice, ISBN
978-973-133-467-7, Casa cartii de stiinta Cluj-Napoca, 2009
[29] Nicolas Schift., Brigitte Grosgogeat., Michele Lissac., Francis Dalard, Influence of flo‐
ride content and pH on the corrosion resistance of titanium and its alloys, Biomateri‐
als Elsevier 23 (2002) 1995–2002
[30] Yoshimitsu Okazaki, Effect of friction on anodic polarization properties of metallic
biomaterials, Biomaterials Elsevier 23 (2002) 2071–2077
[31] Yoshimitsu Okazaki, Emiko Gotoh, Comparison of metal release from various metal‐
lic biomaterials in vitro, Biomaterials no.26/2005/11-12 Elsevier
[32] Park JB, et al. Biomaterials: Principles and Applications. Park JB, Bronzino JD, eds.
Danvers, MA: CRC Press, 2003.
[33] Park JB. Biomaterials. In: Bronzino JD, ed. The Biomedical Engineering Handbook.
Boca Raton, FL: CRC Press, 1995:537-719.
[34] I.Patrascu, Tehnologia aliajelor dentare, Materiale dentare- teste, ed. Libripress, 2000
[35] Ratner BD. A history of biomaterials. In: Ratner BD, et al., eds. Biomaterials Science:
An Introduction to Materials in Medicine. San Diego, CA: Elsevier Academic Press,
2004:10-22
[36] H.J. Rack, J.I. Qazi, Titanium alloys for biomedical applications, Materials Science
and Engineering C 26 (2006) Elsevier, p. 1269 – 1277
[37] E.E. Stanbury, R.A. Buchanan, Fundamentals of Electrochemical Corrosion, Materials
Park, OH, ASM International, (2000), p. 219.
[38] S. Sathish., M. Geetha., N.D. Pandey., C. Richard., R.Asokamani, Studies on the cor‐
rosion and wear behavior of the laser nitride biomedical titanium and its alloys, Ma‐
terials science and engineering C 30 (2010), p. 376 – 382.
[39] Sergio Luiz de Assis, Stephan Wolynec, Isolda Costa, Corrosion characterization of
titanium alloys by electrochemical techniques, Electrochimica Acta 51 (2006) 1815–
1819 Elsevier, p. 1815-1819
[40] Toru Nonami., Alkira Katsuyoshi, Naganuma, Tetsuya Kameyana, Implantation of
hydroxyapatite granules into superplastic titanium alloy for biomaterials, Materials
science and engineering C 6 (1998), p. 281 – 284.
[41] Vermeşan; H. Coroziune, Editura Risoprint Cluj-Napoca 2005, ISBN:973-656-881-4.
[42] D. Velten, V. Biehl, F.B. Valeske, W. Possart, J. Breme, J Biomed Mater Res (2002), 59:
18–28.
[43] Zhuo Caia, *, Ty Shafera, Ikuya Watanabea, Martha E. Nunnb, Toru Okabea, Electro‐
chemical characterization of cast titanium alloys, Biomaterials 24 (2003) Elsevier p.
213–218
Corrosion of Biomaterials Used in Dental Reconstruction Dentistry
http://dx.doi.org/10.5772/57322
655
[44] Woo RK, Jenkins DD, Greco RS. Biomaterials: historical overview and current direc‐
tion. In: Greco RS, Prinz FB, Smith RL, eds. Nanoscale Technology in Biological Sys‐
tems. Boca Raton, FL: CRC Press, 2005:1-24
[45] William, R. Proffit, D.D.S., PHD….Henry W. Field, Jr., D.D.S., M.S., M.S.D. Contem‐
porary Orthodontics Second Edition Mosby- Year Book the United State of America,
1993, ISBN 0-8016-6393-8
[46] www.ro.scribd.com/doc/55566517Biomateriale
[47] www.tuiasi.ro/user/112/V. Bulancea- Biomateriale
[48] www. scribd.com/doc/95682357/
[49] Ghiban, B., Metallic Biomaterials, Ed. Printech Bucuresti 1999
[50] Alexandru, I., s.a. Alegerea si utilizarea materialelor metalice, Ed. Didactica si Peda‐
gogica Bucuresti 2000
[51] Mahmandiu Ch., Teza de doctorat UMF Bucuresti 2013
[52] C. Moranta, M.F. Lopezb, A. Gutierreza, J.A. Jimenezc AFM and SEM characteriza‐
tion of non-toxic vanadium-free Ti alloys used as biomaterials Applied Surface Sci‐
ence 220 (2003) 79–87
[53] Yoshimitsu Okazakia, Emiko Gotoh, Comparison of metal release from various met‐
allic biomaterials in vitro Biomaterials 26 (2005) 11–21
[54] K. Bordji, J.Y. Jouzeau, D. Mainard, E. Payan, P. Netter, K. T. RieS, T. Stucky and M.
Hage-Alis, Cytocompatibility of Ti-6Al4V and Ti-5Al-2.5Fe alloys according to three
surface treatments, using human fibroblasts and osteoblasts Biomoterial 17 (1996)
929-940
[55] D.J. Wever, A.G. Veldhuizen, M.M. Sanders*, J.M. Schakenraad and J.R. van Horn,
Cytotoxic, allergic and genotoxic activity of a nickel-titanium alloy Biomoterials 18
(1997) 1115-1120 Elsevier
[56] J.Breme, Y. Zhou and L. Groh, Development of a titanium alloy suitable for an opti‐
mized coating with hydroxyapatite, Biomaleriak 16 (1995) 239-244 Elsevier
[57] Oleg Prymaka, Denise Bogdanskib, Manfred Ko° llerb, Stefan A. Esenweinb, Gert
Muhrb, Felix Beckmannc, Tilmann Donathc, Michel Assadd, Matthias Epplea, Mor‐
phological characterization and in vitro biocompatibility of a porous nickel–titanium
alloy, Biomaterials 26 (2005) 5801–5807
[58] S. Sathish, M. Geetha, N.D. Pandey, C. Richard, R. Asokamani, Studies on the corro‐
sion and wear behavior of the laser nitrided biomedical titanium and its alloys, Mate‐
rials Science and Engineering C journal homepage: www.elsevier.com/locate/msec
[59] Sarrett DC. Clinical challenges and the relevance of materials testing for posterior
composite restorations. Dent Mater 2005;21:9–20
Developments in Corrosion Protection656
[60] Ferracane JL. Resin composite-State of the art. Dent Mater 2011:27(1):29-38
[61] Demarco FF, Corrêa MB, Cenci MS, Moraes RR, Opdam NJM. Longevity of posterior
composite restorations: Not only a matter of materials. Dent Mater 2012;28: 87-101
[62] Drummond JL. Degradation, Fatigue, and Failure of Resin Dental Composite Materi‐
als. J Dent Res 2008;87(8):710-719
[63] Correr GM, Bruschi Alonso RC, Correr Sobrinho L, Puppin-Rontani RM, Ferracane
JL. In vitro wear of resin based materials—simultaneous corrosive and abrasive
wear. J Biomed Mater Res B. Appl Biomater 2006;78: 105–114
[64] Lambrechts, P., Debels, E., Van Landuyt, K., Peumans, M., Van Meerbeek, B., 2006.
How to simulate wear? Overview of existing methods. Dent. Mater. 22, 693–701
[65] Turssi CP, Purquerio BM, Serra MC. Wear of Dental Resin Composites: Insights into
Underlying Processes and Assessment Methods—A Review. J Biomed Mater Res
Part B: Appl Biomater 2003 65B: 280–285
[66] Cara Ilici RR, Gatin E, Matei E, Didilescu A, Nicola C, Patrascu I. Cuspal deflection
and adhesive interface integrity of low-shrinking posterior composite restorations.
Acta Stomatol Croat. 2010;44(3):142-51
[67] Komine T, Tomic M, Gerds T, Strub JR, Influence of different adhesive resin cements
on the fracture strength of aluminium oxide ceramics posterior crowns. J. Prosthet.
Dent, 2004, 92, 359 – 364;
[68] Burke FJ, Fleming GJ, Nathason D, Marquis PM, Are adhesive technologies needed
to support ceramics? An assesment of current evidence. J. Adhes. Dent, 2002, 4, 7 –
22;
[69] Wolfart M, Lehmann F, Wolfart S, Kern M, Durability of the resin bond strength to
zirconia ceramic after using different surface conditioning methods. Dent. Mater,
2007, 23, 45 – 50;
[70] Anusavice K J, Degradability of dental ceramics. Adv Dent Res, 1992, 6, 82-89;
[71] Jakovac M, Živko-Babić J, Ćurković L, Carek A, Chemical Durability of Dental Ce‐
ramic Material in Acid Medium, Acta Stomatol. Croat, 2006, 40, 65 – 71;
[72] Jakovac M, Živko-Babić J, Ćurković L, Aurer A, Measurement of ion elution from
dental ceramics. J Eur Ceram Soc 2006, 26(9), 1695-1700;
[73] Milleding P, Wennerberg A, Alaeddin S, Karlsson S, Simon E. Surface corrosion of
dental ceramics in vitro, Biomaterials 1999, 20(8), 733-746;
[74] Kukiattrakoon B, Junpoom P, Hengtrakool C, Vicker's microhardness and energy
dispersive x-ray analysis of fluorapatite-leucite and fluorapatite ceramics cyclically
immersed in acidic agents. J Oral Sci, 2009, 51(3), 443-450;
Corrosion of Biomaterials Used in Dental Reconstruction Dentistry
http://dx.doi.org/10.5772/57322
657
[75] Kukiattrakoon B, Hengtrakool C, Kedjarune-Leggat U, Effect of Acidic Agents on
Surface Roughness of Dental Ceramics, J Dent Res, 2011, 8 (1), 6 – 15;
[76] Kennell GF, Heppner KL, Evitts RW, A Critical Crevice Solution and IR Drop Crevice
Corrosion Model, Corrosion Science, 2008, 50, 1716 – 1725;
[77] ASM Handbook, "Corrosion", vol 13, ISBN 0-87170-007-7, ASM International, Ohio
1987;
[78] ASM International, Metals Handbook (Desk Edition) „Failure Analysis”, vol. 11,
American Society for Metals, (1997);
[79] Gatin E, Luculescu C, Birjega R, Ciobanu L, Patrascu I, Alumina versus zirconia com‐
parative surveyof thermic influences during dental ceramic core manufacturating
process, Part Scie Tech, 2013, 31 (2), 156 – 161;
[80] Gatin E, Luculescu C, Iordache S, Patrascu I, Complete morphological investigation
by AFM technique applied to dental ceramics under thermal processing, 2013,
JOAM, 15 (9 – 10), 1136 - 1141.
[81] Krell A, Blank P, Ma H, Hutzler T, Nebelung M, Processing of highdensity submi‐
crometer Al2O3 for new applications, J. Am. Ceram. Soc, 2003, 86 (4), 546– 553;
[82] Wang X.H, Chen P.L, Chen I.W, Two-step sintering of ceramics with constant grain –
size (I) Y2O3, J. Am. Ceram. Soc, 2006, 89 (2), 431– 437.
Developments in Corrosion Protection658
